particularly in the first two years of life. During the early part of the century it was a leading cause of death in infants under 2 years old, the main incidence occurring in the summer months. Investigation pointed to contaminated milk and poor hygiene as being the most important factors in this seasonal incidence and improvement in public health education and hygiene led to a decline of this summer diarrhoea. Although summer diarrhoea was of predominating importance, study of notifications reveals that a certain amount of diarrhoea occurred all through the year and that its incidence had not been lowered by the above measures. It was only when the incidence of summer diarrhoea fell below the level of this all-season diarrhcea, between 1920 and 1930 , that the latter attracted attention. This residuum of diarrhoeal diseases in 1937 in this country still accounted for 11 % of deaths of infants under 2 years, or over 3,000 deaths. After removing diarrhoea due to poor hygiene and dirty milk, that which remains is due to two major, and several minor, causes; the two major being (1) specific infection with intestinal pathogenic organisms or protozoa, and (2) associated parenteral infection.
In 1925 Marriott pointed out the association of diarrheea with infection elsewhere in the body, especially the upper respiratory tract, and therapy began to be directed towards eradicating this infection. However, no direct causal relationship could be proved although important information was derived from a study of the problem. It was noted that common infecting organisms were staphylococci and streptococci, both of which produce an enterotoxin; that infants had a smaller amount of acid in their stomachs than older children, secretion of which was inhibited by -infection and which was neutralized by cow's milk; this lack of acid was thought to enable B. coli to multiply in the upper reaches *of the intestine and it was found that filtrates from cultures of B. coli led to diarrhoea and vomiting when fed to animals. dietarv regulation in which a period of starvatian is followed by a slowly incremented diet up to basic caloric needs, at which level it is maintained until tolerance is regained. It is important to treat the patient and not the stools and to remember that severe malnutrition may supervene upon the diarrhoea. Vitamins should be supplied, if necessary, parenterally. The majority of babies treated along these lines get well but a certain percentage do not. It is in this group that new therapeutic procedures are apt to be tried; while in any given individual such a new procedure, e.g. mastoidectomy, may be life-saving, it is important not to stress this procedure at the expense of the basic essential treatment outlined above.
Dr. William Gunn (London County Council) described parenteral diarrhoea, which appeared under many guises and names, as the most baffling as it was the most prevalent and fatal of diseases in young children, especially in infants under 1 year: perhaps in its typical form it only occurred at that age, for there did not appear to be any good reason to regard neo-natal diarrhoea, i.e. occurring in the first 28 days of life, as a different disease although some authorities held that view. He showed diagrams of the 'incidence and time-relations of coryza, pharyngitis and tonsillitis (24 cases), bronchitis and pneumonia (76 cases), suppurative otitis media (17 cases), compared with enteritis (80 cases comprising 6 80/., of the total admissions) amongst the inmates of a residential London nursery of 50 beds, through which a total of 1,170 children passed in 1943 to reception areas, the average duration of stay being just over sixteen days. No close correlation was evident between these infections except for a short period in the middle of the year, but due allowance must be made for the intervals which usually separate the onset of the parenteral infection and the resultant diarrhoea, which succeeds it in one to seven days, and is itself succeeded by otitis media after a variable interval, sometimes amounting to some weeks. Just over one-third of the 80 cases were admitted to the North-Western Fever Hospital for treatment and 24 were diagnosed as acute gastro-enteritis; evidence of parenteral infection was found in 19, viz. coryza-6, otitis media 6, mastoiditis 3, bronichitis 2, pneumonia 2 (1 tuberculous). The 3 cases in which the diagnosis was not confirmed were due to: measles, Sonne dysentery, intestinal giardiasis, 1 each. Tables were shown detailing the yearly admissions and case-fatality rates for acute gastro-enteritis at the North-Western Hospital for the eight years 1936 to 1943, by quarters and specific age-groups. Both prevalence and fatality were fairly evenly distributed over the whole year with the highest incidence in the last two quarters and highest fatality in the first two for the whole period, but there were considerable fluctuations in the different years. Attack and fatality rates were highest in the three to six months group, but again this did not hold for every year.
A representative sample of 89 consecutive cases was analysed in detail: 13 were subjected to bilateral mastoidectomy; suppuration was found in 12. Sulphonamides, chiefly sulphapyridine and sulphamezathine, were given to a majority and sulphaguanidine or sulphasuxidine to a minority without clear-cut results. Dr. Gunn urged that every patient should be nursed in a separate room with facilities for an "aseptic" nursing technique, as good nursing care was perhaps more important in lowering fatality than strictly medical or surgical measures by themselves.
Dr. Patria Gairdner (Oxford C.C.): It has long been recognized that infantile diarrhoea is a disease which shows "a preponderance among artificially fed infants of urban poorclass districts" (Lancet, 194 (ii), 769). The enormous reduction in the incidence of "-summer diarrheea" that has occurred since 1911 is also a familiar fact, with the consequent levelling of the incidence throughout the year. The following tables, derived from the figures given in the Registrar-General's Statistical Reviews for England and Wales, confirm the high incidence of this disease among urban as compared with rural infants. Less familiar is the distressingly high incidence in Greater London, even in the Outer Ring, an area which, consisting as it does of residential suburbs, is characterized by a remarkably low mortality from the other diseases of infancy. 
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The high diarrhoeal death-rate in London is outstanding, particularly in the Administrative County, but even the outer ring, with its non-diarrhceal mortality by far the lowest in the above table, has a higher death-rate from this one disease than obtains in the country as a whole.
GEOGRAPHICAL DISTRIBUTION Excluding Greater London, the geographical regions having the highest infant mortality (North I and North IV) have the highest mortality from infantile diarrhvea. This may be shown by plotting the diarrhceal mortality for the years 1931-38 against the non-diarrhoeal mortality over the same period in the eleven geographical regions into which the Registrar-General divides England and Wales outside Greater London.
The two values are highly correlated (r = --*80 + .31). When, however, Greater London is induded in the calculation, with its high diarrhoeal and low non-diarrhceal death-rates, the co-efficient of correlation falls to the insignificant value of + 30± 3.
GEOGRAPHICAL DISTRIBUTION AND AGE INCIDENCE
The heavy incidence of infantile diarrhoea in Greater London is not equally distributed over the first twelve months of life. Whereas the areas of high total infant mortality (e.g. North I and North IV) show a comparatively high diarrhceal death-rate in the early weeks of life, the corresponding rate in London is below that for the country as a whole. It is during the succeeding months that the London rate rises steeply-in fact, during these months diarrhoea is the chief cause of infants' deaths in this area.
In the following tables the diarrhaal and non-diarrhoea] mortalities are shown, and the ratio of one to the other, for England and Wales, Greater London, and two areas of high and two of low infant mortality. When London is compared with other large cities, only Newcastle, with its extremely high total mortality, has .a higher death-rate from infantile diarrhoea. In the following table four cities are included, each of which is the centre of a large, more or less completely urbanized area, and is thereby more comparable with London than is the aggregate of County Boroughs. It may be observed that, even where the diarrhoeal mortality is high, the ratio of diarrhoeal to non-diarrhceal death-rates is considerably lower than that found in the administrative County of London. (3) The diarrhecal death-rates among London's illegitimate infants is so high that such an infant has a one in forty chance of dying of this disease before reaching its first birthday.
CONCLUSION It is difficult to see what environmental factor is at work which so favours the spread of this disease in London and its suburbs, where other causes of infant death are not ill-controlled. Environmental factors are usually found to affect especially the mortality during the later months of infancy, and it is during these months that London's diarrhceal death-rate so far exceeds that found elsewhere.
The graph (not reproduced) shows that, until 1929, the rates for London and for the aggregate of county boroughs follow one another closely, sometimes one, sometimes the other being the higher. For the last ten years for which figures are available, however, it will be seen that the county borough rate has fallen on the whole, whereas that for London was tending to rise during the pre-war years. (Sauer, 1935) . In my experience parenteral infections are found in about 30% only of cases and proof is lacking that they are causal.
